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Abstract
Background: Mental illness may cause a variety of psychosocial problems such as decreased quality of life of the
patient’s family members as well as increased social distance for the patient and the family caring for the patient.
Psychosocial challenges are enhanced by the stigma attached to mental illness, which is a problem affecting not
only the patient but also the family as a whole. Coping mechanisms for dealing with mentally ill patients differ
from one family to another for a variety of reasons.
The aim of the study was to determine the psychosocial problems of mental illness on the family including the
coping strategies utilized by family members caring for a person with mental illness.
Method: A qualitative study was conducted, involving four focus group discussions and 2 in-depth interviews of
family members who were caring for patient with mental illness at Temeke Municipality, Dar es Salaam. Purposive
sampling procedure was used to select participants for the study. Audio-recorded interviews in Swahili were
conducted with all study participants. The recorded interview was transcribed and qualitative content thematic
analysis was used to analyse the data.
Results: Financial constraints, lack of social support, disruption of family functioning, stigma, discrimination, and
patients’ disruptive behaviour emerged as the main themes in this study. Acceptance and religious practice
emerged as the major coping strategies used by family members.
Conclusion: Familial care for a person with mental illness has its advantages, yet it has multiple social and
psychological challenges. Coping strategies and skills are important for the well-being of the caregiver and the
patient. Addressing these psychosocial challenges requires a collaborative approach between the health care
providers and government so that the needs of the family caregivers and those of the patients can be addressed
accordingly.
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Background
Globally, it is estimated that 450 million people are
affected by mental disorders at any one time. These
include 121 million people with depression, 24 million
with schizophrenia and 37 million with dementia [1].
Mental illness accounted for about 12.3 % of the global
burden of disease in 2001 and it is estimated that by
2020 unipolar depressive disorders will be the second
most important cause of disability [2]. The burden of
caring for mentally ill patients falls on the family members
who provide all necessary support.
Evidence from developing countries is scarce; some
countries show a higher prevalence of psychiatric patients
living with families. In Uganda for example, the Uganda
National Health Statistics (UNHS) of 2005/06 reports that
of all households with disabled members, 58 % had at least
one person with a mental disorder. To date, Tanzania
lacks established statistics on families affected by mental
illness.
Most mentally ill patients normally consult traditional
healers and the reasons for not attending health facilities
still remains unclear [3]. Beliefs regarding the cause of
mental illness may be one of the reasons for not seeking
healthcare. Most family members view mental illness not
as disease, but as a curse; a product of both witchcraft
and evil spirits of which the patient himself is counted
as the main contributor [4]. It is likely that mental illness
is severely underreported resulting in many untreated
patients. However, in all cases, family members bear
much of the burden of the patient’s mental illness and
this affects them psychologically and socially [5].
Psychosocial problems
Mental illness may cause a variety of psychosocial
problems such as decreased quality of life for the pa-
tient’s family members, as well as increased social dis-
tance for the patient and the family caring for the
patient. The family members who care for relatives
with mental illness report feeling stigmatized as a result
of their association with the mentally ill [6].
Persons with serious mental illnesses often engage in
behaviours that are frightening, troublesome, disruptive,
or at least annoying, and many relatives are obliged to
control, manage, or tolerate these behaviours [7]. Thus,
psychiatric professionals often view the family members
of a patient as people of support because they can act as
informants regarding the patient and they can act as co-
therapists at home [8]. The family members need to be in
an optimal social and psychological state. It is reported
that reduced function of one family member contributes
to the burden of other members and this in turn leads to
other family members assuming a critical attitude towards
the patient [9]. Such criticism can in some cases lead to a
relapse of the patient’s illness or to the family feeling over-
whelmed by the patient’s disruptive behaviour [6, 10].
Social support is important for the wellbeing of the fam-
ily affected by mental illness. A research finding reveals
that families should assume major roles in supporting rel-
atives with mental illness; and collaborative plans should
include strategies to assist family members and consumers
in dealing with stigma [11]. There is a relationship be-
tween caregivers’ social support and stigma associated
with relative with mental illness. For example, in a study
investigating the links between stigma, depressive symp-
toms and coping amongst caregivers, it was found that
stigma may erode the morale of family caregivers and
result in withdrawal from potential supporters [12]. This
argument supports the situation of families affected by
mental illness in Tanzania as many families with mentally
ill members hide the patient to avoid stigma and being so-
cially discriminated. It is not known what psychosocial
problems affect family members caring for their relative
with mental illness in Tanzania.
Family coping and adaptation
Coping differs from one family to another for a variety
of reasons. In developed countries, some researchers
have emphasized coping as a key concept for the study
of adaptation and mental health [13, 14]. However, the
effects of age, duration of illness, living arrangements
and other contextual factors on the coping styles of family
caregivers, and on the recovery or rehabilitation of per-
sons with mental illness are important factors to be con-
sidered [14].
In this case, family caregivers have to learn and under-
stand the patient’s characteristics and behaviour. Coping
with symptoms such as delusions, hallucinations, inappro-
priate behaviours, and violence may often require lengthy,
complex, and distressing negotiations. Over-burdened
caregivers employ less effective coping strategies, report
more frequent physical and mental health problems and
use services more often [15].
In the Tanzanian context, however, it is unclear how
family members cope with the mental illness of their
relatives.
It is important to know how the family struggles to
cope with the stressful situation so as to be able to help
the family with mental illness. This study examined the
psychosocial problems and coping strategies of families
living with a person with mental illness within Temeke
Municipality, Dar es Salaam.
Methods
Study design
The study used an explorative qualitative approach. Infor-
mation was obtained from individual families living with
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mentally ill persons regarding the problems and coping
strategies utilized.
Setting
The study was conducted in Dar es Salaam, which is
the largest commercial city in Tanzania. The city has a
population of more than four million and has diverse
socio-cultural characteristics as a result of significant
rural to urban migration. This region consists of a mix-
ture of tribes mainly from southern Tanzania.
Sample size and sampling procedure
Fourteen participants were recruited using purposive sam-
pling on the clinic days at Temeke Municipal Hospital in
the Outpatient Clinic of Mental Health and Drug Abuse.
Family members escorting the patient with mental illness
to the clinic and who met the criteria were asked to
participate in the study. Temeke Municipal Hospital
does not admit psychiatric patients; therefore those pa-
tients who need admission are referred to Muhimbili
National Hospital, which is also situated within Dar es
Salaam. Sampling was done to the point at which no
new information was obtained from participants and
redundancy was achieved, referred to as data satur-
ation. During the interview we identified two partici-
pants who seemed to be reserved, and were not active
participants. We interviewed them separately after the
Focus Group Discussions in order to obtain their views
and experiences.
Selection criteria
Participants were selected according to the following
criteria:
1. Caregiver living with relative who had been suffering
from mental illness for more than 6 months.
2. Caregiver is 18 years or older
3. Caregiver is the main caretaker.
He/she was explained briefly the nature of the study
before being asked to participate. All who agreed to par-
ticipate were asked to provide contact information to de-
cide on an appropriate day for the interview.
Ethical approval
Ethical clearance was obtained from the Muhimbili
University of Health and Allied Sciences Ethics and
Publication Committee. Further permission and approval
was obtained from the Temeke Municipal Medical Officer
in charge. Before the interview started, the informants
were given a full explanation of the data collection proced-
ure. Each participant was fully informed and understood
the nature of the study and voluntarily agreed to partici-
pate. The written consent form was read, understood, and
signed by the participants. Those who were not able to
write were requested to provide verbal consent. However,
all were able to read and write and therefore signed the
consent form. Participants were informed that they could
continue to use the health service as usual. Confidentiality
was guaranteed by maintaining anonymity of all caregivers
who participated in the study. Freedom to withdraw from
the study at any time was ensured.
Data collection
Four focus group discussions (FGD) and two in-depth
interviews were carried out due to the fact that more
detailed information was needed in order to get the psy-
chosocial problems and coping strategies of families car-
ing for patients with mental illness. Data were collected
through audio-taped interviews, which lasted for 55 to
60 min for focus groups discussions and 30 to 45 min
for in-depth interviews. Four FGDs were conducted at
the hospital. Each FGD consisted of 3–4 members. The
aim was to get at least 6–8 people but it was not pos-
sible for a variety of reasons including problems with
transportation There was no categorization of the group
participants. Both sexes were mixed during the interview
and they were from different areas of the Dar es Salaam
region. The in-depth interviews were conducted in the
participants’ home environments. This provided an op-
portunity for the researcher to observe the living situ-
ation of the caregiver and the patient. The participants
in this category were identified during the interview as
those who were not actively sharing their views in the
group discussions. They were then asked to participate
in an interview in their home environment.
Data collection was guided by the following five struc-
tured questions.
1. What is the experience of caring for your mentally
ill relative?
2. What problems do you face when caring for the
mentally ill relative?
3. How do other relatives help you to care for the
mentally ill relative?
4. What are the attitudes and views of the people
around you concerning caring for a person with
mental illness?
5. How do you cope with such problems?
The structured questions were followed by specific
probing questions in order to obtain more information
or clarification. The discussions and interviews were
conducted in Kiswahili, the national language which
was easily understood by all informants. During group
discussions, the principal investigator moderated the
discussion while a research assistant was taking notes,
operating the audio recorders and taking care of any
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interruptions. Observations of non-verbal reactions
were collected during and after the discussion. Field
notes were blended with the recorded data during
analysis.
Data analysis
Content thematic analysis was used in order to gain a dee-
per and clearer understanding and a formation of themes.
Audiotaped focus group discussions and in-depth inter-
views were transcribed verbatim in the original Kiswahili
language. The principal investigator transcribed the audio-
taped data by typing directly into the computer using the
Microsoft Word program. This helped the researcher to
correlate the tone of the informants in the sentence with
the feelings and emotions, which were of importance to
the analysis. In the process of transcription, the infor-
mants’ words were captured as closely as possible. To
make sure that the data were transcribed correctly, the
transcripts were checked against the audiotape and then
reviewed by a person who was also proficient in Kiswahili.
Interview notes and ideas were jotted down and the tran-
scripts were read several times so that the researcher
could be immersed in the data.
The unit of analysis was the themes expressed in the
text about social and psychological problems found in
families caring for persons with mental illness. Iterative
reading of the interview transcripts was done. Pens, high-
lighters and memos were used during analysis. Different
colours were used to highlight the patterns in the text,
which corresponded to the preconceived category derived
from the study objectives. In both margins of the hard
copies of the transcripts, the patterns were jotted down in
a crystallised meaning (condensed meaning) which were
then transferred to a different sheet of paper for further
analysis. Memos were used to summarize the patterns of
the condensed meaning before transferring to the master
sheet. To identify the source of data in the memo and in
the text, identification numbers of informants were used
when transferring the condensed meaning to the master
sheet, so that the source could be easily traced and
accessed. On this sheet of paper, coding schemes were
developed with the abstracted categories and themes. Dif-
ferent categories, condensed meaning units, or codes were
compared for underlying meanings and relationship at the
interpretation level, which formed the themes (Table 1).
Field notes were also analysed separately whereby the
patterns and categories were compared to those from
the FGDs and in-depth interviews.
The two lists of categories were generated and com-
pared and adjustments were made to the words used in
the labelling of the categories. Transcripts were read
again alongside with the list of the categories to ensure
that the interviews had been transcribed. All the tran-
scripts were then coded according to the list of categor-
ies and the coded sections of the transcripts were
collected and then sorted. Verbatim examples were used
as evidence for each theme and categories.
Results
Characteristics of informants
A total of fourteen family caregivers (informants),
whose age ranged from 35 to 60 years, were inter-
viewed. Five informants were men and nine were fe-
male. Four informants identified as Christian and ten
identified as Muslim. Most of the informants had gone
to primary school and a few had received secondary
level education. Five informants were housewives, that
is, they were married with no source of income except
that of their husbands while five participants were petty
traders’ i.e. were doing small business (Table 2).
Characteristics of patients
The informants who participated were caring for ill rela-
tives with different types of mental illness including
schizophrenia, bipolar disorders, autistic disorders and
epilepsy with psychosis. The duration of relatives’ illness
ranged from 7 months to 27 years. All the caregivers were
living with the patient in the same household and most of
them were parents.
Themes identified
After analysis, seven main themes emerged from the data.
Financial constraints
Financial constraints were a concern for almost all par-
ticipants. They said they had limited time to work in
order to earn money because most of their time was
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spent caring for their relative. The amount of money
earned from limited working time was used to help care
for the relative, such as buying bus fare to the hospital,
purchasing medications, and other activities for the
patient.
Cost for transport
Most informants expressed concerns about financial
strain caused by increased cost for patient care, which
was coupled with decreased working hours. Most of the
participants were living a considerable distance from the
hospital, they had to travel either by taxi or by public
transport for patient follow-up. This caused most care-
givers to have multiple financial crises with the small
amount of money they had. For psychotic patients, some
used to take taxi but the easiest and most accessible
transport was public buses (daladala). The most import-
ant concern was how to get the money for the transport.
Some failed completely to come to the hospital for more
than two or more months and other caregivers some-
times used their other relatives to collect the medication
at the clinic as reported by one of the respondents car-
ing for her elder sister with schizophrenia:
“Like that day I sent my brother-in-law, and told him;
take this patient’s register book because you are going
there, I don’t have the bus fare for going to the hospital
just to collect the medicine.” (46 year old sister).
Cost for medication
In addition to cost of transportation, it was revealed that
shortage of medicine in the hospital compromised the
treatment system of the patient. Medication was expressed
as a major contributor to a patient’s improvement. For ex-
ample, the informants whose ill relative used more than
two types of medication were rarely getting the second
medication from the hospital and consequently had to
purchase it in private pharmacies. As a result of lack of
money, they used only one type of medication due to the
carer’s inability to buy the second drug. This was reported
by an informant caring for his son with schizophrenia:
“……and when you come the next month, you are told;
again, we don’t have this type of drug, so you are given
the only one, okay! Then the patient uses the one type
of drug because no money to buy the second drug.”
(58 years old father).
The psychotropic medications are normally provided
free of charge by the government hospital. However, not
all are available in the government pharmacies and thus
patients need to buy from private pharmacies. In this
case patients reported that drugs were so expensive that
those who managed to buy them had to sacrifice other
household needs so that the patient could get the drug
to prevent the disruptive behaviour:
“My main problem is money to buy the drug. They
(doctors) have changed the medication, just imagine, a
single monthly dose now costs forty thousand shillings
(40,000/=) and she uses three different types of
drugs……we ought to abandon other household issues
to buy the medication because if she does not use the
drugs for two or three consecutive days, you find that
no peace at home”. (51 years old mother).
This theme occurred even in patients using one type
of drug. Some informants expressed that even if the pa-
tient had one type of drug which was not available at the
hospital, the patient had to wait until they get the money
to buy it. This was expressed as a causative risk factor
for frequent relapse of patients’ symptoms as a result of
inappropriate dosage regimen.
The informants expressed that their relative’s disruptive
behaviour needed to be prevented by regular use of medi-
cine. Lack of money for transportation and medication for
the patients was suggested to be the main impediment to
the patient improvement.
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Disruption of family functioning
Family functioning is the ability of the family to continue
with daily activities despite an internal or external threat.
Most participants expressed disturbances in their normal
routine as a result of having a mentally ill person in the
household as explained below:
Disrupted household routines
Disruption of household tasks and other responsibilities
were important sources of distress revealed by many
caregivers. Unpredictable patient symptoms seemed to
be a distressing factor which limited caregivers’ time
for other family responsibilities. Parents of patient with
mental illness had multiple roles including caring for
the patient as well as making sure that other family
members were getting their needs met. One caregiver
whose ill relative was totally dependent said that she
devoted most of her time doing activities for the pa-
tient. This affected the family caregiver income and
hence made life more difficult as expressed by one of
the respondents:
“So far, I am no longer doing any work, my work has
been compromised by staying at home all the time
caring that one (the ill daughter); no any more work to
do. I have to give medication, making sure she is safe
and my properties are safe” (51 years old mother).
Another one added:
“Really I am affected …….you ought to remain at
home to protect him probably unanticipated
catastrophe may occur. If you attempt to go out to do
your work, you become anxious because he (the
patient) may be violent.” (42 years old father).
Most parent caregivers stated that it is their responsi-
bility to care for the patient because it is their child who
is suffering and they cannot give to anyone else. Because
they have to work, some caregivers reported locking in
the patient when they needed to go out for daily activ-
ities. One caregiver aged 59 years old caring for her son
with autism expressed that, “even this time I am here; I
have locked in my son in his room until I come back.”
She insisted that the patient is totally dependent on her
and that he is unable to express his needs. Although
some informants said that they have other family mem-
bers living in the same household, they contribute little
to care of the patient.
Lack of family harmony
Resilience in the family was also affected by the patient’s
disruptive or by family members disagreeing about the
management of the mentally ill relative. One caregiver
expressed concern about her husband by saying:
“...........He uses abusive language to my son because his
is mentally ill but he does not show such behaviour to
the children. We always quarrel for that reason”
(50 years old mother).
Other informants revealed that a frequent source of
misunderstanding revolved around how to find solu-
tions to the patient’s problems. It was revealed that one
parent/member may seek out help from a traditional
healer for treatment while the other may seek out spir-
itual treatment. However, most caregivers resolved to
seek out professional treatment.
Disruptive behaviuor of patients
Problems in managing patients’ symptoms
Participants had difficulties in managing patients’ symp-
toms. They expressed concern that there was no one else
who would be able to handle the unpredictable behav-
iour of the patient. They were the only one who had
learned how to handle the patients’ behaviour; therefore,
they had to remain at home to protect the patient and
other people from patient’s uncontrolled behaviour. The
majority expressed fear of being attacked by the patient
as well as concern for safety of the patient as elaborated
below:
“I have got many problems with my patient because,
he is very strong and fat and his intention is to kill me
and his father. The problem which I get is that I can’t
even chop onions in public, I always do that in the
locked room, and all knives and everything are hidden
in the cupboard.” (51 years old mother).
Some other informants expressed that they had to be
modest and humble when talking with the patients.
They revealed that some family members do not bother
to learn about the patients’ behaviour and how to handle
him or her when agitated. Thus leaving care of the pa-
tient to the main caregiver despite the dangers to that
person.
Patients’ safety
A good number of caregivers expressed concern about
safety of the patients who at times aimed to attack and kill
others or themselves as echoed by a 35 year old man
caring for his young brother with paranoid schizophrenia:
“………there is a day he will succeed to kill, if not to
kill him, he may be killed, because I can prevent him
from attempting to hurt me, unfortunately he can
hurts himself.” (35 years old brother).
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Concern by family members for the safety of the
mentally ill relative caused many to experience anxiety
especially when the relatives get lost in the street or
when they become disruptive and violent. Parents car-
ing for epileptic patients stressed that when their ill
children get out, they did not remember to return
home. The caregivers had to take time and effort to
look for the patient everywhere. Some patients were re-
ported to get lost for several weeks.
“That day I told him to go home alone, but he was lost
for about a month, I mean he did not return home. After
looking for him for two weeks, I found him in the social
beach near a deep water level” (56 years old father).
Participants reported that patients were more aggres-
sive and violent when they do not take their medication
and this was a common problem provided that some
medications had to be bought at private pharmacies.
Furthermore, family resilience was also disrupted when
the patient interfered with normal family social life such
as by preventing family members from engaging in basic
activities such eating and watching television.
Conflict with neighbours
The caregivers revealed that their relatives’ uncontrolled
behaviour such as temper tantrums, shouting in public,
insulting people and neighbours and hitting people had
caused them to have difficulty in forming and maintain-
ing good social relationships. Some caregivers had been
blamed for their relative’s behaviour in court of law
causing endless misunderstanding between family with
the ill relative and the neighbourhood family. One inform-
ant reported that:
“When you make jokes of him several times, then, he
becomes aggressive suddenly attacks you even
stabbing you if in access with a knife; I have been
arrested by police about two times to answer cases.”
(42 years old father).
It was said that most people do not know the nature
of the mental illness and think that the person was pre-
tending. Most of the family members tried to illuminate
that their ill relative is not pretending and that he/she is
suffering from mental illness.
Lack of social support
In this study many informants expressed lack of support
from other people, both inside and outside the family. It
was revealed that distance between other relatives and
the caregivers increased as the patient’s symptoms in-
creased. Ignorance of family members in regards to the
nature of mental illness was said to be a contributing
factor to lack of support as most of them thought that
the illness was of short duration. For example, if the
patient’s symptoms lasted longer than they expected,
they gave up and withdrew their support. Others re-
ported that the patient’s symptoms are caused by the
parents trying to get wealthy by making their child
mentally ill. One caregiver reported that ‘no relative
will come to give you anything rather than advising you
to go to the traditional healers.’ Financial or material
assistance was mentioned to be very important but this
was not always offered even though some have close
relatives in good financial positions:
“She (the patient) has many siblings here in Dar es
Salaam, her brother, sister; both are workers but not
even phoning to know how you are progressing there.
……..they are educated with cars, oh, no even
phoning.” (46 years old sister).
Participants acknowledged that family dynamics are
changing from that of an extended family system to
more of a nuclear family system where the welfare of a
child is the sole responsibility of the parent. No one may
take part in taking care of one’s’ child in health or in ill-
ness. A man aged 58 years old caring for his son with
epileptic psychosis said:
“When you get such problems bear in mind that it is
yours; neither uncle, cousin nor whoever, according to
the current situation will assist you in anyhow.”
(58 years old man).
Caregivers described feelings of helplessness related to
the fact that no one else was willing to help them care
for their child and that they had to persevere with caring
problems as living with such patients need cooperation
with other members of the families.
Need of self-help groups
Some caregivers reported a desire for social support
groups designed to improve the quality of life of mentally
ill individuals. These social groups could be of any nature
including but not limited to educational or religious in
order to assist their ill relatives in socializing and thus re-
lieve any distress caused by loneliness. Also they were
concerned about the deteriorating cognitive function of
their mentally ill relative and expressed a desire to find
educational groups.
“If we get such group which can help to socialize and
assist such children and intermingle with those who
are mentally stable, could greatly help them.
…….because we toil to go here and there as a result we
become weary in vain.” (A 42 years old father).
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Furthermore, it was also revealed that there is a
need for caregiver support groups to address physical
and psychological problems developed by caregivers
themselves as a result of caring for their mentally ill
relatives. Professional or social support was frequently
mentioned by caregivers while venting about their
emotional distress:
“You become tired of everything; you wish to have new
ideas or people to help or group to mix with for getting
new challenges……..you find that we are also tired of
thinking, tired of strength, at the same time running
short of money.” (A 40 years old mother).
Many informants suggested having this social group as
a way to simultaneously improve the welfare of the pa-
tient and their own well-being. This was suggested as an
alternative to admitting mentally ill relatives to mental
health institutions, something some informants had ser-
iously considered. Others suggested creating schools for
mentally ill individuals with qualified teachers because
some patients had improved their mental status but were
unable or afraid to join public schools.
Stigma and discrimination
Many caregivers described people around them having
negative attitudes toward their mentally ill relative.
Most informants reported that the relative was more
stigmatized than the caregivers themselves and that
when they hear or see their ill relative being ostracized,
they feel guilty and are psychologically disturbed. How-
ever, the experience of societal stigma and discrimination
is worsened by negative attitudes from close relatives to-
wards the caregivers, thus creating an increased distance
among them and the community at large. Negative atti-
tudes from close relatives were explained to occur on dif-
ferent occasions such as when using public transportation
and at other social gatherings. One participant whose ill
relative had cannabis induced psychosis complained that
his neighbours shunned his son from social events:
“Because even if he sees them sitting and chatting, and
if he decides to go there to sit with them, you find that
they all stand up and start leaving away. They
perceive him as insane and can’t chat with them.”
(38 years old mother).
Some highlighted that stigma was present among fam-
ily members. This was apparent after the onset of illness.
This seemed to be an unbearable burden to the caregiver
as everything is left to him/her.
“Stigma is present even among us, because, you find
that initially, you will be with your family and the
society in general, but when the problem happens,
none of your relative will come to know your progress
with the patient.” (38 year old mother).
Stigma was said to be caused by lack of knowledge
about the nature of mental illness. The caregivers
expressed their belief that education regarding mental
illness should be provided to people in order to prevent
stigma and discrimination. Most caregivers had demon-
strated interest in understanding the origins of mental
illness and some had even obtained brochures from
some mental health facilities with respect to their relative’s
condition. Patients were said to be more stigmatized than
the caregiver probably due to awkward behaviour. How-
ever, caregivers were blamed for causing the ill relative to
be in that situation to begin with.
Coping and adaptation
Coping and adaptation are one of the important aspects
to be applied when caring for a patient with chronic
mental illness. Different types of coping and adaptation
were reported by the participants.
Acceptance and faith were two of the most frequently
cited strategies for coping. Caregivers had learned to
accept and reconcile the disability or deviant behaviour
in the mentally ill relative so as to avoid the dissatisfac-
tion and disappointment that could have resulted from
the patient’s bizarre behaviour.
“You need to accept, no way, that is your child,
whether your relative, your family member. …….where
would you ask help? That is your gift from Almighty
God, you have to accept.” (58 years old father).
Some family caregivers took a positive step by utiliz-
ing problem solving strategies to address their relatives’
psychological, emotional and practical needs. Most family
members brought their ill relative to the hospital after
consulting different areas especially from traditional
healers.
“So, it is the hospital services we are continuing with
until now. It gives me hope and satisfaction I and the
patient will never go to the traditional healer again”
(60 years old mother).
Other family caregivers sought religious support as the
only means of hope and encouragement. They said that
their religious practice gave them peace of mind and
helped them to endure the caregiving situation. They
believed that praying was also likely to reduce the suffer-
ing of their ill relative as well, thus making their faith
indispensable to continued caregiving of the relative, ir-
respective of their distressing behaviour.
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“Whenever the aggressive behaviour of my son begins,
I immediately enter into my room, lock the door,
kneel down and pray for Almighty God; Oh God!
Help me to touch the Cross until my time of death!”
(50 years old mother).
Some caregivers displayed signs of despair due to the
difficult life situation caused by the patient’s critical de-
mands coupled with unrealistic daily income. They had
no means of coping or adapting to manage their situ-
ation either due to persistent bizarre behaviour by the
patient or their own lack of energy. However, they still
had hopes due to their faith;
“That’s why sometimes you speak rudely to me, and I
answer rudely to you as well. What respect do I expect
from you I wonder! I always provide care for you so
what! It is merely my faith which makes me to be
here.” (46 years old sister).
Love, patience, and knowledge of the problem were
other coping strategies mentioned by the family caregivers
as important for difficult situations. However, none of
the caregivers had abandoned his/her relative but most
showed signs of desperation.
Discussion
This study has offered insight into the social and psy-
chological problems of caring for mentally ill patients
on families’ caregivers. Feelings and coping strategies
experienced by family caregivers were revealed in the
study. This study found that the main challenges faced
by caregivers of mentally ill relatives were lack of social
support, stigma, and conflict caused by the patients.
Similar findings were reported in rural Ghana where
caregivers reported financial difficulties, social exclu-
sion, depression, and inadequate time for other social
responsibilities as their main challenges [16].
The financial constraints found in this study corrobor-
ate findings from other studies that explored the rela-
tionship between mental illness and poverty [17]. In this
study, it has been found that people with mental illness
are often unable to generate income and that they often
have to rely on the financial support of family members
to meet basic living needs and to pay for any health ex-
penditure associated with mental illness. Thus, family
members may have to set aside a significant amount of
their time to care for an ill family member. This can di-
minish caregivers’ chances to get or keep a job or earn
income, which further increases the risk of poverty and
poor mental health of the patient. This finding also
shows similar financial burden as reported by a study
conducted in Nigeria that explored relatives caring for
schizophrenic patients [18]. However, our study did not
explore the level of burden and its associations with
caregivers’ educational level, age of patient, employment
status of patients and global rating of difficulty in coping
with caregiving.
In Mtwara region, the report from BasicNeeds in
2009 revealed that the shortage of psychotropic drugs
resulted in substitution of patients’ usual medicine with
alternative ones that were not as effective. In our re-
search, the shortage of drugs was reported to decrease
the credibility of health facilities, which are the main
source of support for many families with mentally ill
members. As such there is a need to improve mental
health services including adequate provision of anti-
psychotic medication so that caregivers can continue
getting them at the hospital free of charge as the policy
stipulates.
Our findings demonstrate that there is a need for so-
cial support for the benefits of the family affected by
mental illness. This unity helps to prevent stigma
against the mentally ill patient in the family and the
community at large. In the United State (US) research
findings reports that families assume major roles in
supporting relatives with mental illness [10]. The report
in USA is inconsistent with these findings probably
because of different cultural background of Tanzania
and USA. However, education on the nature of mental
illness can also be a problem, which calls for more em-
phasis on community awareness of mental illness in
Tanzania. A qualitative study conducted in Thailand to
explore the lived experience of Thai family caregivers
found that extended family was a major source of sup-
port to caregivers physically, financially and emotionally
[19]. This is not the case in this study because the care-
giving was described to be occurring in a more nuclear
family unit which resulted in decreased support to the
family caregivers and may be due to the fact that the
study was conducted in an urban setting. In essence,
neighbours and the community are important compo-
nents of social support. This research suggests that a
strong social support system is critical for the improve-
ment of mentally ill patients. However, a lack of this
important component has hampered efforts to improve
mentally ill patients’ condition and is the drawback to
the psychosocial rehabilitation of chronic mentally ill
patients. This argument is supported by findings from
India which revealed several reasons for difficulties en-
countered by patients cared for at home [20]. The most
important way to improve the social support system in
Tanzania is to integrate mental health into the primary
health care system [21]. In primary health care practice,
family members with their mentally ill relative can access
the health facilities easily and with low costs. Although
mental health is addressed in the National Health policy
of 2007, the pace of progress is too slow to cater to the
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increasing burden and demand of mental health care in
the local setting. The government’s support is essential
not only in improving primary mental health care but also
in ensuring adequate provision of free treatment and free
medication. Nevertheless, effort is needed by the govern-
ment to increase the number of training institutions in
order to create more mental health professionals.
Our study reported stigma as one of the biggest social
challenges affecting families caring for patients with
mental illness. Similar studies have shown that stigma
may erode the morale of family caregivers and results in
withdrawal of potential supporters [11, 15]. The report
supports the finding in this study that some caregivers
lose the support of their close relatives as well as other
sources of social support after the onset of their relative’s
mental illness. However, a longitudinal study is required
to establish a causal relationship between the stigma and
the loss of social support for families caring for relatives
with mental illness. Due to the fact that participants
were concerned about their caregiving obligations in this
research, there is a significant need for education of the
general population about the causes, presentation, and
treatment of mental disorders. Although stigma and
discrimination is a socially and culturally influenced
phenomenon [3], increased education and understand-
ing among the general population may decrease the
stigma experienced by people who have a mental illness,
their caregivers, and their families. Stigma is acknowl-
edged globally as one of the major problems to the success
of community mental healthcare and it prevents a person
from being fully integrated into society. In Zambia, re-
search found that stigma could be reduced if people with
mental health problems were treated in primary health
care settings rather than in mental or district hospitals
[22]. In Tanzania, most health care facilities in the local
setting have not yet incorporated mental health into their
basic health care packages; this could aid in reducing
stigma. Furthermore, research suggests that the media
plays a pivotal role in the stigmatization of mental ill-
ness and therefore could also play a role in the de-
stigmatization process [23]. Media should be effectively
utilized to improve the general population’s under-
standing of mental disorders.
Family functioning has been affected by caring for pa-
tients with mental illness. There is change in the role of
family members as the parents become involved or
more consumed by patient’s needs. The patient has
many needs which must be fulfilled by the caregivers at
the same time that they must engage in daily tasks to
earn an income. This increases fact increases the over-
all burden on the caregivers. A large quantitative study
in Australia reported that higher levels of the burden of
care were associated with lower levels of family function-
ing, which in turn were associated with higher levels of
anxiety, depression and perceptions of poor health [24].
Our findings also demonstrated that there was a low
level of family functioning that was associated with
patient’s uncontrolled behaviour. The results of this
research would further suggest that families affected by
mental illness feel less cohesive and perceive themselves
to be less connected to one another and less bonded as
a unit than the normative family. In addition, the fam-
ilies of the mentally ill felt dissatisfied with the func-
tioning of their family. This gives an impression that
individual families should maintain their roles and rela-
tionships, thereby enabling the caregivers to maintain
equilibrium. Any occurrence of mental illness of a family
member which needs caring at home results in psycho-
logical and emotional disturbances for the whole family
[25]. In relation to the conceptual approach of family care-
giving [26], these family beliefs and relationships can be of
great importance to understanding caregiving problems
and any socio-cultural factors influencing family care of
people with mental illness. However, it is also important
to examine further and distinguish between the availability
of social support resources and the actual use of that re-
source to strengthen family functioning.
Violence and threatening behaviour displayed by pa-
tients in this study would seem to be the result of insuf-
ficient symptom management. Proper management is of
importance not only to the family caregiver but to all
people who come into contact with the patient. This re-
search has found that families are perplexed by violent
patients. This is because many violent patients fail to see
their behaviour as threatening and may actually perceive
the family to be threatening. This threatening behaviour
of patients comes at the cost of family caregivers who
are often required to pay fines for destroyed property or
pay compensation for injury caused by the patient. This
phenomenon demoralizes the caregivers and further in-
creases the stigma of mental illness. Information in
regards to approach and management of violence are
required when interacting with the mentally ill person.
Coping strategies are an important aspect of caring for
a patient with mental illness. In this study caregivers
have shown a narrow range of strategies for dealing with
patients’ disruptive behaviours. Acceptance and praying
are one of the most cited coping strategies. Some re-
searchers have revealed different ways of coping with dis-
tressing situations including cognitive, behavioural and
avoidance strategies [14, 27]. This is not the case in our
study as most of them were engaged in caring activities,
even though with difficulties.
A research study which specifically examined differences
in coping strategies among caregivers of different age, eth-
nic, gender, and education groups found some evidence
that older people were more religious than younger adults
[27]. In their study, religious coping seemed to focus more
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on informal activities, especially informal beliefs, rather
than on more formal religious activities. This is consistent
with the findings in this study although we did not
consider gender, age, ethnic and education background.
Praying as one of the coping mechanism in our study, is
similar to the findings from studies in Thai family care-
givers [19]. However, there is a difference in religious
beliefs in that Thai families were predominately Buddhist
compared to mostly Christian and Muslim participants in
Tanzania. In this research, both Christians and Muslims
had developed a habit of praying as a way to deal with
caregiving situation. Findings suggest that different
consultation is sought as a way of finding solutions or
treatments for their loved one. Some were advised to
seek treatment from traditional healers but when they
found no relief, they turned back to God and sought
hospital services. Most were satisfied with the hospital
treatment after individual effort to seek information
concerning the illness of their loved ones (cognitive cop-
ing). Maladaptive coping strategies were not described al-
though though some did shown signs of desperation in
caring for their ill relatives as they were tired and did not
know what to do to make their ill relative feel better.
Limitation of the study
There are several limitations in this research. Firstly,
the sample was too small with few participants in each
FGD. This might have an effect in a normal interaction
during the interview and consequently contributed to
limited information. Secondly, the FGD groups were
not homogenous which might have affected the free-
dom of expression among the participants.
Thirdly, only one primary caregiver and who spent
most of the time with the patient was recruited. There
could be variety in the types of problems associated with
caregiving amongst different caregivers, due to different
family roles and perceptions of caregiving. Finally, the
study was hospital-based which means the findings are
not generalizable to a community-based sample.
Conclusion
Family caregiving for persons with mental illness has its
advantages, yet it has multiple social and psychological
challenges for both family caregivers and mental health
professionals. Coping strategies and skills are important
to the well-being of the caregiver and the patient.
Tackling of these problems needs a collaborative ap-
proach between health care providers and the government
so that the needs of the caregiver and the family in general
can be addressed.
Replication of the study with a larger sample based
on age, gender, education background, occupation will
be useful for further enriching the knowledge base of
the phenomenon and in providing a foundation for fu-
ture research in clinical practice.
Ethics approval and consent to participate
Ethical clearance was obtained from the Muhimbili Uni-
versity of Health and Allied Sciences Ethics and Publica-
tion Committee. Further permission and approval was
obtained from the Temeke Municipal Medical Officer in
charge. Before the interview started, the informants were
given a full explanation of the data collection procedure.
Each participant was fully informed and understood the
nature of the study and voluntarily agreed to participate.
The written consent form was read, understood, and
signed by the participants.
Consent for publication
The participants were informed that the findings of the
study would be published in different journals and that
their names would not appear in the publications. The
participants agreed and signed the consent form.
Abbreviations
FGDs: Focus Group Discussions; MUHAS: Muhimbili University of Health and
Allied Sciences; UBS: Uganda Bureau of Statistics; UNAIDS: The Joint United
Nation Programme for HIV/AIDS; UNHS: Uganda National Health Services;
WHO: World Health Organization.
Competing interest
The authors declare that they have no competing interests.
Authors’ contributions
MKI did all the work from research proposal development, data collection
and analysis, and report writing. KIYM supervised the whole work from
proposal development, ensuring proper data collection instruments, relevant
data analysis method, and adherence to ethical issues and paper writing
skills. LK was involved in the step by step process of data analysis and
formation of themes. All authors read and approved the final manuscript.
Authors’ information
MKI is the Assistant Lecturer at Muhimbili University of Health and Allied
Sciences. He has Masters of Science (MSc) in Mental Health and Psychiatric
Nursing. MKI teaches mental health for both undergraduate and postgraduate
students at the university.
Acknowledgement
Much appreciation goes to the Ministry of Health and Social welfare for
financial support for this study. A lot of thanks go to Dr. Edith M. Tarimo
and Ms Renee for the important role she played in editing the manuscript,
Mr. Joel Ambikile Seme helped in data collection and conducting
interviews. Finally, thanks go to Temeke Municipal Hospital where the
study was conducted.
Funding
The research was funded by Ministry of Health and Social welfare of Tanzania.
Author details
1Department of Clinical Nursing, Muhimbili University of Health & Allied
Sciences (MUHAS), P.O.Box 65004, Dar es Salaam, Tanzania. 2Department of
Psychiatry and Mental Health, Muhimbili University of Health & Allied
Sciences (MUHAS), P.O.Box 65001, Dar es Salaam, Tanzania. 3Tanzania
Commission for Science & Technology (COSTECH), Ali Hassan Mwinyi Road,
Kijitonyama (Sayansi) COSTECH Building, P.O. Box 4302, Dar es Salaam,
Tanzania.
Iseselo et al. BMC Psychiatry  (2016) 16:146 Page 11 of 12
Received: 28 February 2015 Accepted: 10 May 2016
References
1. WHO. The World Health Report, Mental Health: New Understanding, New
Hope. Geneva: WHO; 2001.
2. Mathers CD, Loncar D. Updated Projection of Global Mortality and Burden
of Disease, 2002–2030: Data source, Methods and Results. WHO; 2006.
3. Ngoma MC, Prince M, Mann A. Common mental disorders among those
attending primary health clinics and traditional healers in urban Tanzania. Br
J Psychiatry. 2003;183:349–55.
4. Kabir M, Iliyasu Z, Abubakar IS, Aliyu MH. Perception and beliefs about
mental illness among adults in Karfi village, northern Nigeria. BMC Int
Health Hum Rights [Internet]. 2004;4(1):3.
5. Caqueo-urı A. Burden of care in families of patients with schizophrenia. Qual
Life Reseacrh. 2006;15:719–24.
6. Ssebunnya J, Kigozi F, Lund C, Kizza D, Okello E. BMC International Health
and Stakeholder perceptions of mental health stigma and poverty in. BMC
Int Health Hum Rights. 2009;9:1–9.
7. Shankar J, Muthuswamy SS. Support Needs of Family Caregivers of of
People Who Experience Mental Ilnnes and the Role of Mental Health
services. Fam Soc J Contemp Soc Serv. 2007;88(2):302–10.
8. Hasui C, Sakamoto S, Sugiura T, Miyata R, Fujii Y. Burden on Family
Members of the Mentally Ill : A Naturalistic Study in Japan. Compr
Psychiatry. 2002;43(3):219–22.
9. Larson JE, Corrigan P. The Stigma of Families with Mental Illness. Acad
Psychiatry. 2008;32:87–91.
10. Bøen H, Dalgard OS, Bjertness E. The importance of social support in the
associations between psychological distress and somatic health problems
and socio-economic factors among older adults living at home : a cross
sectional study. BMC Geriatr. 2012;12(1):1.
11. Perlick AHA, Miklowitz DJ, Link BG, Struening E, Kaczynski R, Gonzalez J, et
al. Perceived stigma and depression among caregivers of patients with
bipolar disorder. Br J Psychiatry. 2007;190:535–6.
12. Wintersteen RT, Wintersteen LB, Mupedziswa R. Zimbabwean Families of
the Mentally 111 : Experiences and Support Needs. J Soc Dev Afr. 1995;
10(1):89–106.
13. Doornbos MM. The Strengths of Families Coping With Serious Mental
Illness. Arch Psychiatr Nurs. 1996;X(4):214–20.
14. Doherty YK, Doherty DT. Coping strategies and styles of family carers of
persons with enduring mental illness : a mixed methods analysis. Scand J
Caring Sci. 2008;22:19–28.
15. Perlick D, Rosenheck R, Miklowitz D, Kaczynski R, Link B, Ketter T, et al.
Caregiver Burden and Health in Bipolar Disorder A Cluster Analytic
Approach. J Nerv Ment Dis. 2008;196(6):484–91.
16. Ae-ngibise KA, Christian V, Doku K, Asante KP, Owusu-agyei S. The
experience of caregivers of people living with serious mental disorders: a
study from rural Ghana. Glob Health Action. 2015;1:1–9.
17. Njenga F. Focus on psychiatry in East Africa. Br J Psychiatry. 2002;181:354–9.
18. Igberase OO, Morakinyo O, Lawani AO, James BO, Omoaregba JO. Burden
of care among relatives of patients with schizophrenia in midwestern
Nigeria. Int J Socila Psychiatry. 2010;58(2):131–7.
19. Sethabouppha H, Kane C. Caring for the Seriously Mentally Ill in Thailand :
Buddhist Family Caregiving. Arch Psychiatr Nurs. 2005;19(2):44–57.
20. Sheth HC. Common Problems in Psychosocial Rehabilitation. Int J
Psychosoc Reahabilitation. 2005;10(1):53–60.
21. WHO. Integrating mental health into primary care A Global Perspective.
Geneva: WHO Press; 2008.
22. Mwape L, Sikwese A, Kapungwe A, Mwanza J, Flisher A, Lund C, et al.
Integrating mental health into primary health care in Zambia : a care
provider’ s perspective. Int J Ment Heal Syst. 2010;4:21.
23. Kakuma R, Kleintjes S, Lund C, Drew N, Green A, Flisher A. Mental Health
Stigma : What is being done to raise awareness and reduce stigma in South
Africa ? Africa J Psychiatry. 2010;13:116–24.
24. Edwards B, Higgins DJ, Gray M, Zmijewski N, Kingston M. The Nature and
Impact Caring for Family Members with a disability in Australia. Melbourne,
Victoria: Australian Institute of Family Studies; 2008.
25. Chien W, Chan SWC, Morrissey J. The perceived burden among Chinese
family caregivers of people with schizophrenia. J Clin Nurs. 2007;16(6):
1151–61.
26. Rungreangkulkij S, Chafetz L, Chesla C, Gilliss C. Psychological morbidity of
Thai families of a person with schizophrenia. Int J Nurs Stud. 2002;39:35–50.
27. Martin P, Rott C, Poon LW, Courtenay B, Lehr U. A Molecular View of Coping
in Old Adults. J Aging Heal. 2001;13:72.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Iseselo et al. BMC Psychiatry  (2016) 16:146 Page 12 of 12
